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Childhood Asthma Hospitalizations — 
King County, Washington, 1987-1998 


Since 1980, asthma prevalence, hospitalization, and mortality have been increasing 
in the United States (7). Because of concern about asthma morbidity in children in King 
County, Washington (2), Public Health-Seattle and King County (PH-SKC) conducted a 
study that analyzed trends in local hospitalizations for childhood asthma during 
1987-1998. This report summarizes the results of this analysis, which indicate that the 
youngest children and the poorest communities have the highest rates of asthma hospi 
talization. 

Nonconfidential data on all hospital discharges among persons aged 1-17 years for 
1987-1998 were obtained from the Washington State Department of Health. Asthma 
hospitalizations were those discharges with an /nternational Classification of Disease- 
Clinical Modification (ICD-CM), Ninth Revision, code 493*. lf a child had been hospitalized 
more than once during any year, each hospitalization was counted. Population estimates 
for the study were provided by the Washington State Department of Social and Health 
Services for intercensal years and the U.S. Census Bureau for 1990; study data were 
analyzed by poverty status, county health planning area (HPA), and age group (i.e., 1-4, 
5-9, and 10-17 years). Using the postal code of residence and U.S. Census Bureau data, 
poverty status strata were <5%, 5%-9%, and >10% of the population living below the 
federal poverty level’. The 20 HPAs were defined by aggregating postal codes (3). 

Trends during 1987-1998 were evaluated with a chi-square test for trend (4). A 
simple chi-square was calculated using Epi Info 6.0 (5 ) to compare subpopulation rates 
and to adjust for multiple hospital admissions in certain children (6,7). Results were 
considered significant if p<0.05. Subpopulation comparisons were made using 1998 
data; 3-year average rates (1996-1998) were calculated to increase the stability of rates 
in HPAs with small populations. 

During 1987-1998 in King County, childhood asthma admissions increased 53% (from 
505 to 772 children), and overall childhood hospitalization rates for asthma increased 
17% (from 170 to 200 per 100,000 children) (p<0.001) (Figure 1). During this period, the 
rate for all nonbirth-related childhood hospitalizations decreased 28%, from 2689 to 
1931 per 100,000 children. In 1998, for children aged 1-4 years, the hospitalization rate 
for asthma was 2.8 times higher than the rate for children aged 5-9 years (461 versus 
164; p<0.001) and 4.8 times higher than the rate for children aged 10-17 years (97; 
*includes extrinsic, intrinsic, and unspecified asthma. 


' Poverty thresholds from the Bureau of the Census, Economics and Statistics Administration, 
U.S. Department of Commerce were used for this calculation. 
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FIGURE 1. Hospitalization rates* for asthma among children aged 1-17 years, by age 
group — King County, Washington, 1987-1998 
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p<0.001) (Figure 1). The hospitalization rate for children aged 5-9 years was 1.7 times 
higher than the rate for those aged 10-17 years (164 versus 97; p<0.001). During 1987- 
1998, the hospitalization rates for asthma increased 34% among children aged 1-4 years 
and 17% among children aged 5-9 years (Figure 1) (p<0.001); children aged 10-17 years 
showed no significant trend during this period. 

Hospitalization rates for asthma among children residing in areas where poverty was 
greatest were significantly higher than rates among children residing in other areas 
(Figure 2). In 1998, among children in the county's high-poverty areas, 353 per 100,000 
asthma hospitalizations occurred, which was 1.7 times the rate in medium-poverty areas 
(212; p<0.001), and 3.0 times the rate for residents in areas with the lowest poverty (119; 
p<0.001). During 1987-1998, rates for the low-poverty and medium-poverty areas 
increased significantly (Figure 2) (p<0.01). Asthma-related hospitalization rates also 

increased significantly for the high-poverty areas during 1987-1995 (p=0.011) but 
decreased from 1995 to 1998 (p=0.008). 

During 1996-1998, hospitalization rates varied significantly among HPAs (p<0.001). 
The rates for central and southeast Seattle HPAs, adjacent to Seattle’s urban center, 
were not significantly different from each other but were significantly different from the 
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FIGURE 2. Hospitalization rates* for asthma among children aged 1-17 years, by pov- 
erty level of residential postal code — King County, Washington, 1987-1998 
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HPAs in the rest of the county. The rate in the aggregated central and southeast HPA area 
(512 per 100,000) was 2.7 times the rate in the rest of the county (191 per 100,000; 
p<0.001). The central and southeast Seattle HPA area also had the highest proportion of 
residents living below the poverty level (22% in central and southeast Seattle compared 
with 7% in the rest of the county) and the highest proportion of blacks (31% compared 
with 3%) and Asians/Pacific Islanders (28% compared with 9%). 

Reported by: D Solet, PhD, J Krieger, MD, Public Health-Seattle and King County, Seattle 
J Stout, MD, L Lui, MD, Univ of Washington, Seattle. Air Pollution and Respiratory Health Br, 
Div of Environmental Hazards and Health Effects, National Center for Environmental Health 
CDC 

Editorial Note: The extent of asthma morbidity is estimated with various measures, 
including data from surveys, outpatient visits, hospital discharges, and emergency 
department visits. Local hospitalization data have the advantage of wide availability 
and the capacity for analysis by age groups, geographic regions and, in some states, 
race/ethnicity. Hospital discharge rates also may be a persuasive measure for 
communities seeking to reduce the burden of asthma. The reasons for the increase in 
childhood asthma hospitalizations in King County are unclear; however, they may be 
related to an increased prevalence of asthma or increasing severity of asthma in this 
area. 
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A higher rate of asthma hospitalizations in King County occurred among children 
residing in poor neighborhoods, although the risk has increased for all King County chil- 
dren. A recent analysis of asthma hospitalizations in New York City also found a correla- 
tion between low median family income and increased asthma hospitalization rates (8 ). 

The findings in this report are subject to at least five limitations. First, the analysis by 
neighborhood poverty level depended on postal code poverty levels reported from the 
1990 U.S. census. If the poverty level of postal codes has changed, postal codes may 
have been assigned to a poverty category that did not reflect their current status. Sec 
ond, poverty level was assigned ecologically and may not reflect a person’s status. Third, 
geographic groupings were based on reported postal code. Because no other address 
data were available, erroneously reported postal codes may lead to misclassification by 
either poverty level or HPA. Fourth, race/ethnicity differences that may be independent 
of poverty status in asthma hospitalization may account for some findings (7 ). Finally, 
patients who received effective treatment in a primary-care setting may be less likely to 
be hospitalized, thus underestimating asthma severity and morbidity. 

The use of local hospitalization data has helped to mobilize institutional and 
community-based support and interventions and has directed them to areas of greatest 
need. In response to the asthma problem identified in this area, the King County Asthma 
Forum was created by PH-SKC and the American Lung Association of Washington to 
facilitate communication among community-based organizations about asthma preven 
tion, diagnosis, and management. PH-SKC, the Master Home Environmentalist Program, 
the University of Washington, the Washington Toxics Coalition, and other partners have 
implemented Healthy Homes, an intervention and evaluation project whose goal is to 
reduce exposure to indoor asthma triggers among 300 low-income households of chil 
dren with asthma (9). On the basis of data from this report, in central and southeast 
Seattle, PH-SKC has collaborated with a neighborhood pediatric clinic to fund the Asthma 
Outreach Project (70 ) that provides comprehensive case management for children with 
asthma. 

References 
1. Mannino DM, Homa D, Pertowski C, et al. Surveillance for asthma—United States, 1960 

1995. In: CDC surveillance summaries (April). MMWR 1998;47(no. SS-1) 

Schwartz J, Slater D, Larson TV, Pierson WE, Koenig JQ. Particulate air pollution and 

hospital emergency room visits for asthma in Seattle. Am Rev Respir Dis 1993;147:826-31 

Krieger JW, Batik O, Oatis S, Alexander ER. The health of King County, 1990. Seattle, 

Washington: Seattle-King County Department of Public Health, 1992:96. 


Armitage P, Berry G. Statistical methods in medical research. 2nd ed. Oxford, England 
Blackwell Scientific Ltd, 1987:205-7. 
Dean AG, Dean JA, Coulombier D, et al. Epi info, version 6: a word processing, database, 
and statistics program for epidemiology on microcomputers. Atlanta, Georgia: US De 
partment of Health and Human Services, CDC, 1994 
Cain KC, Diehr P, Ye Z. The multiple admission factor (MAF) in small area variation analy 
sis. Seattle, Washington: Department of Biostatistics, University of Washington, 1992 
(technical report no. 116). 
Glynn RJ, Stukel TA, Sharp SM, et al. Estimating the variance of standardized rates of 
recurrent events, with application to hospitalizations among the elderly in New England. 
Am J Epidemiol 1993;137:776-86. 

. Claudio L, Tulton L, Doucette J, et al. Socioeconomic factors and asthma hospitalization 
rates in New York City. J Asthma 1999;36:343-50. 





Vol. 49 / No. 41 


Childhood Asthma Continued 


9. Krieger JW, Song L, Takaro TK, Stout J. Asthma and the home environment of low-income, 
urban children: preliminary findings from the Seattle-—King County Health Homes Project 
J Urban Heaith(in press) 
Stout J, White LC, Rogers L, et al. The asthma outreach project: a promising approach to 
comprehensive asthma management. J Asthma 1998;35:119-27 


Self-Reported Concern About Food Security — Eight States, 1996-1998 


Food security is defined as having access at all times to enough food for an active, 
healthy lifestyle (7,2). This definition implies that safe and nutritious foods are available 
and that household resources are sufficient to meet cost. Recognition that hunger and 
food security are problems in the United States led to the development and implementa 
tion of measures of hunger and food security on national surveys. One of the national 
health objectives for 2010 is to increase food security and reduce the risk for hunger 
among all households (objective 19-18) (7). To characterize state-level prevalence of 
concern about food security, data were analyzed for the eight states that used the Social 
Context Module of the Behavioral Risk Factor Surveillance System (BRFSS) during 1996 
1998. This report summarizes the results of this analysis and indicates that approxi 
mately 4%-6% of adults reported a concern about having enough food for themselves or 
their family during the preceding month 

BRFSS is an ongoing, state-based, random-digit-dialed telephone survey of the civil 
ian, noninstitutionalized U.S. population aged >18 years. A question on concern about 
food security was part of the Social Context Module, which states may choose to use in 
addition to the core BRFSS questionnaire. Maryland, Montana, Pennsylvania, and Vir 
ginia used this module in 1996 (n=11,485); Kansas, Louisiana, Maryland, South Carolina, 
and Virginia in 1997 (n=11,487); and Missouri and Virginia in 1998 (n=7100). Respondents 
were asked, “In the past 30 days, have you been concerned about having enough food 
for you or your family?” For this report, an answer of “yes” to this question was consid 
ered an indication of concern about food security. Sample estimates were weighted by 
sex, age, and race/ethnicity to reflect the state’s noninstitutionalized civilian population, 
and all prevalence estimates were reported by year of data collection. To account for the 
complex sampling design, SUDAAN was used for data analysis 

Overall, the prevalence of a concern about food security was 6.0% in 1996, 6.2% in 
1997, and 4.6% in 1998 and ranged from 3.1% to 9.4% for individual states (Table 1). This 
concern was higher among women than men and was highest among persons aged 18- 
34 years. It was lowest among non-Hispanic whites and among persons who were mar 
ried, and highest among persons who were divorced or separated or who were never 
married. Concern about food security increased as the number of children in the house 
hold increased; this finding was consistent when stratified by the age of the children (<5, 
5-12, and 13-17 years). 

Responses to the BRFSS question varied by health and nutrition indicators. Concern 
about food security was highest among those whose self-reported general health was 
fair or poor, those with 25-30 days of physical or mental health that were “not good” 
during the preceding month, and among those who reported lower intake of fruits and 
vegetables. The prevalence of concern about food security decreased as education level 
annual household income, and time spent at current residence increased. The preva 
lence was highest among unemployed persons and lowest among retired persons. 


’ 
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TABLE 1. Prevalence of self-reported concern about food security among persons 
aged >18 years during the 30 days preceding the survey, by selected characteris- 
tics — Behavioral Risk Factor Surveillance System, eight states, 1996-1998 





1996 


1997 


1998 





Concern about 


food security 
(95% CI") 


Characteristic % 


Concern about 


food security 
No % (95% Cl) 


Concern about 


food security _ 


% (95% Cl) 





State 
Kansas 
Louisiana 
Maryland 
Missouri 
Montana 
Pennsylvania 
South Carolina 
Virginia 
Age (yrs) 
18-34 
35-54 
55-74 
5 
No. children in household 
0 
1 
2 
General health 
Excellent or very good 
Good 
Fair or poor 
No. days physical health 
not good 
0 


1- 6 
1-24 
25-30 
No. days mental health 
not good 
0 
1- 6 
1-24 
25-30 
Fruit and vegetable 
servings per day 
: 2,833 3.4 +0.9) 
3-<5 4,820 5 (+0.9) 
1~<3 3,465 8 +1.3) 
<1 352 12.3 +4.0) 
Total 11,485 6.0 (0.6) 


1,916 
1,647 
2,323 


2,193 
3,182 
2,295 

250 

11,487 





* Numbers may not add to total because of missing data 
Confidence interval 
Question was not asked for this year 
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Prevalence was higher among those who reported a time when they could not afford a 
doctor compared with those who could and among those whose last routine checkup was 
>2 years ago or never compared with those who had had a checkup during the preceding 
2 years. 
Reported by the following BRFSS coordinators: C Hunt, Kansas; B Bates, MSPH, Louisiana 
A Weinstein, MA, Maryland; J Jackson-Thompson, PhD, Missouri; P Feigley, PhD, Montana; 
L Mann, Pennsylvania; M Wu, MD, South Carolina; K Carswell, MPH, Virginia. KR Evenson, PhD 
AL Perry, Dept of Epidemiology, BA Laraia, PhD, Dept of Nutrition, Univ of North Carolina 
Chapel Hill. State Br, Div of Applied Public Health Training, Epidemiology Program Office 
Cardiovascular Health Br, Div of Adult and Community Health, National Center for Chronic 
Disease Prevention and Health Promotion; and an EIS Officer, CDC 
Editorial Note: Despite the trend toward increasing obesity in the United States (3), a 
small proportion of the population in these eight states reported a concern about having 
enough food for themselves or their family during the preceding month. This concern 
was related to indicators of low socioeconomic status and was highest among women, 
younger respondents, Hispanics and non-Hispanic blacks, unmarried, divorced, or 
separated persons, and households with a greater number of children. However, concern 
about food security was not limited to these groups 

Inadequate food in a household can have deleterious health and behavioral effects 
(7) and may contribute to poor nutrition (4-6). Among an adult diabetic population 
seeking care at an urban county hospital, a high prevalence of hypoglycemic reactions 
was attributed to being unable to afford food (7). The question respondents answered in 
this report asked about concern over having enough food for themselves and their fami 
lies, but did not ask if the respondent or their family had gone hungry at any time during 
the preceding month. Conceptual models of food security and hunger indicate the com 
plexity of its measurement because of its sensitive nature and the difficulty that those 
experiencing hunger may have in comprehending the question (8). Concern about 
enough food can vary for individuals and households. Parents may skip meals to leave 
enough food for their children. The question used to assess concern about food security 
in this report combines individuals and households (9 ). Also, an insufficient food supply 
can be experienced chronically or episodically (8). The question used in this report 
assessed the time frame of the preceding month 

The findings in this report are subject to at least six limitations. First, BRFSS data are 
cross-sectional and may not reflect behaviors or conditions over time. This study design 
does not allow for examination into whether concern about food security occurred be- 
fore or after the factors examined. Second, because the data were self-reported, the 
findings are subject to recall bias and inaccurate reporting of behaviors. Third, data are 
from selected states and may not represent the prevalence in other states. Fourth, the 
data may be affected by unmeasured confounding factors (e.g., household expenses and 
access to healthy food). Fifth, because of the sampling scheme, there were fewer older 
respondents; therefore, the prevalence for the oldest persons could not be addressed 
adequately. For example, in 1998, only 27 respondents aged 90-99 years were included 
in the analyses. Concern about enough food may increase at the oldest ages because 
these persons are less mobile, which could prevent access to lower-cost food stores 
(10). Finally, the study design did not allow contact with some population groups (e.g., 
those living on Indian reservations, homeless persons, or those without a telephone). 

As state and federal governments provide social programs to meet the needs of local 
communities, it will be important to continue to monitor concern about food security and 
the population groups most affected. These data can be used to guide service planning 
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and highlight the importance of the need for innovative planning, implementation, and 
evaluation of interventions designed to assure food security in the United States. 
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Hospital-Based Policies for Prevention 
of Perinatal Group B Streptococcal Disease — United States, 1999 


Group B streptococcus (GBS) is the leading cause of sepsis, meningitis, and pneumo 
nia in newborns in the United States (7). Because intrapartum prophylactic antibiotics 
reduce mother-to-child GBS transmission (2), in 1996, CDC, the American College of 
Obstetricians and Gynecologists, and the American Academy of Pediatrics recommended 
that hospitals adopt formal GBS prevention policies (2-4). From 1994 to 1997, the pro 
portion of hospitals with formal intrapartum GBS prevention policies increased from 
39% to 59% (5,6 ); hospitals that implemented policies reported less GBS disease among 
neonates (7 ). In 1999, CDC’s Active Bacterial Core Surveillance (ABCs) system surveyed 
hospitals in eight states about their GBS prevention policies. This report summarizes the 
results of that analysis and indicates that in 1999, the proportion of hospitals with formal 
policies had not changed since 1997; however, a higher proportion of hospitals have 
implemented measures to improve policy compliance. 

From October through December 1999, a structured questionnaire was mailed to 
hospitals with obstetric services in the metropolitan statistical areas of Atlanta, Georgia 
(n=30 hospitals; 20 counties); San Francisco, California (n=21; three counties); Albany 
and Rochester, New York (n=23; 15 counties); Minneapolis/St. Paul, Minnesota (n=19; 
seven counties); Portland, Oregon (n=13; three counties); Tennessee (n=31; five coun- 
ties); and Connecticut (n=29) and Maryland (n=35). Nonrespondents were contacted by 
telephone or fax. Survey responses were analyzed using Epi Info 6.0. Chi-square tests 
were used to compare 1997 with 1999 survey responses. McNemar’s test was used to 
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analyze responses from hospitals that participated in the survey in both years. Some 
questions were not asked in the 1997 survey; therefore, comparative data were not 
available. 

Of the 201 hospitals surveyed in 1999, 187 (93%) responded; 117 (63%) respondents 
reported having a formal GBS prevention policy, and 97 (86%) of the 117 had written 
policies. In 1997, 177 (94%) of 189 responded; 103 (58%) of 177 reported having a formal 
GBS prevention policy, and 82 (80%) of 103 had written policies (Table 1). From 1997 to 
1999, 27 (23%) hospitals established new policies and 22 (14%) revised their policies. Of 
70 hospitals without policies, 42 (60%) encouraged health-care providers to establish 
their own policies, and 22 (34%) were developing an institutional policy. Hospitals with 
policies were larger than hospitals without policies (median births in 1998: 1432 versus 
965; p=0.09), and 70 (60%) of 117 had a neonatal intensive care unit (NICU). Twelve 
(6.4%) of 187 hospitals that had neither a formal policy nor had addressed the issue with 
providers were less often affiliated with an academic institution than hospitals with poli 
cies (8% versus 44%; p=0.02) and were less likely to have a NICU (17% versus 60%; 
p=0.01) 


TABLE 1. Characteristics of hospital-based policies on group B streptococcal 
(GBS) disease prevention — Active Bacterial Core Surveillance of the Emerging 
Infections Program Network, selected states*, 1997 and 1999 





1997 1999 
No. with Total No. with Total 





Characteristic characteristic (%) respondents characteristic (9 respondents p-value 





GBS prevention policy 
Formal policy 
Written policy 
Policy in development 
En ourage providers to 
nave a policy 
Type of policy among 
hospitals with policies 
Screening-based 
Risk-based 
Combination screening 
and risk-based 
Prenatal screening and 
rapid test in labor for 
those with negative 
screer 
Policy characteristics 
Recommend penicillir 
Recommend ampiciliin 
Clindamycin for 
penicillin allergic 
Use selective broth 
media for prenatal 
group B streptococcal 
cultures 76 47.0) 161 95 59.0) 





* California, Connecticut, Georgia, Maryland, Minnesota, New York, Oregon, and Tennessee 
No data available 
McNemar’s test 
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Guidelines for GBS prevention recommended one of two strategies to identify preg- 
nant women for intrapartum prophylactic antibiotics: a screening-based approach in 
which late prenatal cultures are collected and processed, or a risk-based approach in 
which women are evaluated during labor for obstetric risk factors (e.g., rupture of mem- 
branes >18 hours, maternal fever, or prematurity). Of the 117 hospitals with formal 
policies, 62 (53%) used the screening-based approach, 37 (31%) followed the risk-based 
strategy, and 16 (14%) reported recommending a combination of risk-based and screening- 
based strategies (Table 1). Of the hospitals that recommended an agent for intrapartum 
antibiotics, 87 (80%) of 109 recommended penicillin compared with 56 (60%) of 95 hos- 
pitals in 1997 (McNemar’s test; p=0.04). In 1999, of the hospitals that recommended an 
agent for patients allergic to penicillin, 81 (76%) of 106 recommended clindamycin. In 
1999, 95 (59%) of 184 hospital laboratories used selective broth media to culture GBS 
compared with 76 (47%) of 161 laboratories in 1997 (McNemar’s test; p=0.11). 

In 1999, 89 (82%) of 108 hospitals provided information about the GBS policy to 
physicians and nursing staff; 49 (43%) of 115 provided information to patients. In 1999, 
123 (76%) of 162 hospitals that used standardized forms included GBS screening results 
versus 76 (45%) of 170 hospitals in 1997 (McNemar’s test; p=0.016) (Table 2). The use of 
standing orders for GBS prophylaxis also increased significantly from 65 (37%) of 176 
hospitals to 88 (48%) of 182 hospitals in 1999 (McNemar’s test; p=0.02). 

Reported by: P Daily, MPH, L Gelling, MPH, G Rothrock, MPH, A Reingold, MD, Emerging 
Infections Program, San Francisco; D Vugia, MD, Acting State Epidemiologist, California Dept 
of Health Svcs. H Linardos, MPH, A Roome, PhD, C Morin, MPH, Q Phan, JL Hadler, MD, State 
Epidemiologist, Connecticut Dept of Public Health. W Baughman, MSPH, M Farley, MD, 
D Stephens, MD, Veterans Administration Medical Svcs and Emory Univ School of Medicine, 
Atlanta; P Blake, MD, State Epidemiologist, Div of Public Health, Georgia Dept of Human 
Resources. M Pass, MS, L Harrison, MD, Johns Hopkins Univ, Baltimore; JC Roche, MD, Acting 
State Epidemiologist, Maryland State Dept of Health and Mental Hygiene. J Rainbow, R Lynfield, 
MD, R Danila, PhD, State Epidemiologist, Minnesota Dept of Health. B Damaske, D Morse, MD, 
N Bennett, MD, P Smith, MD, State Epidemiologist, New York State Dept of Health. L Duke, 
K Stefonek, MPH, M Kohn, MD, State Epidemiologist, State Health Div, Oregon Dept of Human 
Svcs. B Barnes, MS, L Lefkowitz, MD, W Schaffner, MD, Dept of Preventive Medicine, Vanderbilt 


TABLE 2. Prenatal laboratory or clinical information associated with group B 
streptococcal (GBS) disease included in a field on standard forms used in labor 
and delivery — Active Bacterial Core Surveillance of the Emerging Infections Pro- 
gram Network, selected states*, 1997 and 1999 





Standardized 1997 1999 


forms and specific No. with Total No. with Total 
field contents field (%) respondents __ field (%) respondents p-value’ 








Standardized forms 170 (96.0) 177 168 (91.8) 183 0.14 
GBS screening results 76 (44.7) 170 123 (75.9) 162 0.016 
Previous infant with 
GBS disease 52 (32.1) 162 
GBS bacteriuria 53 (32.7) 162 
Hepatitis B c 148 (91.4) 162 
Human immunodeficiency 
virus 128 (79.0) 
Rh status 0 157 (96.9) 
Rubella 147 (90.7) 
Standing orders for 
GBS prophylaxis 65 (36.9) 65 88 (48.4) 





* California, Connecticut, Georgia, Maryland, Minnesota, New York, Oregon, and Tennessee 
McNemar’s test. 
No data available. 
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Medical Center, Nashville; A Craig, Deputy State Epidemiologist, Tennessee Dept of Health. 
Active Bacterial Core Surveillance, Emerging Infections Program Network, Respiratory Disease 
Br, Div of Bacterial and Mycotic Diseases, National Center for Infectious Diseases; and an EIS 
Officer, CDC. 

Editorial Note: Although the proportion of hospitals with formal GBS prevention policies 
was unchanged during the study period, neonatal GBS disease declined between 1997 
and 1999 (89). Increased compliance with hospital policies or increased efforts by 
health-care providers in hospitals that have no institutional policies may account for this 
discrepancy (170). Provider surveys in two states indicated that >90% of obstetricians 
had GBS prevention protocols by 1998 (70). Further decreases in GBS incidence are 
possible if additional hospitals adopt policies. 

More hospitals have adopted a systemwide approach to the prevention of GBS; 
approximately half the hospitals surveyed use standing orders for prophylaxis and one 
third had forms to simplify recognition of mothers at risk for transmitting GBS to their 
infants. Documentation of the critical elements of a GBS prevention protocol can facili- 
tate recognition of candidates for intrapartum prophylaxis and improve compliance and 
policy success. 

The findings in this report are subject to at least three limitations. First, although the 
survey achieved a high response rate, hospitals within an active surveillance system 
were surveyed, and most respondents previously had been surveyed. Second, the poli- 
cies of these facilities may not be generalizable to hospitals in other locations. Third, the 
results represent the reported policies of the obstetric programs; the services provided 
were not measured directly. 

Antibiotic chemoprophylaxis during the intrapartum period has contributed substan- 
tially to the decrease in early-onset GBS disease (8,9). However, with 10%-30% of 
pregnant women colonized with GBS at any given time (2), continued adherence to 
prophylaxis recommendations is needed. Improved adherence may be facilitated by 
educating women about GBS prevention. Educational material and order forms for other 
information for prenatal-care providers and patients are available on the World-Wide 
Web, http://www.cdc.gov/ncidod/dbmd/gbs or from CDC’s National Center for Infectious 
Diseases, Division of Bacterial and Mycotic Diseases, Health Communications Activity, 
A-49, 1600 Clifton Rd, N.E., Atlanta, GA 30333. Orders for multiple copies are available at 
Public Health Foundation, 1220 L Street, N.'W., Suite 350, Washington, DC 20005, tele- 
phone (877) 252-1200, or are available on the World-Wide Web, http://www.phf.org. 
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Erratum: Vol 49, No. 40 


In the article, “Outbreak of Rift Valley Fever — Saudi Arabia, August-—October, 2000” 
on page 907, three names were misspelled in the “Reported by” section. The correct 
spellings are G A/ Gasabi, Ministry of Health, Saudi Arabia; T Madani, Ministry of Health, 
Saudi Arabia; and YY A/ Mazrou, Laboratories and Blood Banks, Riyadh. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending October 14, 2000, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending October 14, 2000 (41st Week) 
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TABLE ll. Provisional cases of selected notifiable diseases, United States, 
weeks ending October 14, 2000, and October 16, 1999 (41st Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 14, 2000, and October 16, 1999 (41st Week) 





Gonorrhea 


Hepatitis C 
Non-A, Non-B 


Legionellosis 


Listeriosis 


Lyme 
Disease 








Reporting Area 


Cum a 
2000 


Cum 
1999 





Cum Cum 
2000 1999 





Cum. | Cum 
2000 1999 





Cum 





Cum 
2000 


Cum 





¢ 


6€ 


2000 


1999 








October 20, 2000 


TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 14, 2000, and October 16, 1999 (41st Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 14, 2000, and October 16, 1999 (41st Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending October 14, 2000, 
and October 16, 1999 (41st Week) 
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TABLE lil. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending October 14, 2000, 
and October 16, 1999 (41st Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
October 14, 2000 (41st Week) 
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